methyl ester as substrate was 24 iu/ml ; with this substrate results are numerically three to four times higher than with the alternative substrate benzoyl arginine ethyl ester. The last 185 tests showed a sensitivity of 83%, specificity of 92% and efficiency of 88%. Using these data, the predictive value of a positive result, predictive value of a negative result, and efficiency of the test were analysed for different hypothetical prevalence rates of chronic pancreatic disease so that the likely diagnostic yield from the Lundh test could be assessed in different centres.
Patients do not like swallowing tubes, and K G Wormsley sometimes measured chymotrypsin in six-hour collections of stools on ice after the patient had been infused with secretin and CCK and purged. G Lake-Bakaar (New York) measured serum trypsin by radioimmunoassay and found high values in acute pancreatitis and low levels in pancreatic insufficiency. C J Mitchell (Leeds) explained how trypsin can also be measured in urine, but his preference was for the BTP test. Benzoyl-tyrosine-para-amino benzoic acid was given orally in a dose on 1-2 g, but perhaps smaller doses of this expensive chemical can be used in the future. The PABA is split off by chymotrypsin and the urinary recovery over the next six hours measured; correction is made for any abnormal metabolism of PABA by giving pure PABA on another day, or by adding labelled PABA with the first test. His PABA excretion index gave good discrimination. M E Denyer mentioned the separate measurement of pancreatic and salivary isoamylases in the urine, and in particular the diagnostic value of the urinary ratio of pancreatic to salivary Should general practice be left to general practitioners? isoamylase, a ratio. of < I indicating significant pancreatic insufficiency. This test had the advantages of simplicity and patient acceptability and might prove useful as a screening test for pancreatic exocrine insufficiency.
In the discussion S Rosalki (London) referred to serum isoamylases. The pancreatic isoenzyme is reduced in pancreatic insufficiency and a P3 form appears in pancreatitis. Pancreatic isoamylase activity can be quantified by electrophoresis in 2 to 3 hours or more rapidly by inhibition techniques.
The clinical uses of secretion tests were reviewed by K G Wormsley who emphasized that their use in jaundice and malassimilation had become less important because of other tests such as endoscopic retrograde cholangiopancreatography and ultrasound which were discussed by P B Cotton (London); nor were the tests necessary if the patient had calcification on plan X-rays. J H B Saunders (Bedford) described how the enzymic activities of the various commercial pancreatic enzyme preparations can be assessed by measurement of intraduodenal enzyme activity and how gastric inactivation can be minimized by Hz-blockers and antacids.
J Braganza summed up with her disquiet that the large and eager audience might have received too many complex and contentious vignettes of the role of exocrine tests today.
J H BARON
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Mrs Sallyann Anderson, a counsellor attached to a group practice in Sonning Common, near Reading, gave a description of her recent work (Anderson & Hasler 1979) . Over a three-year period she saw 245 patients during two half-day sessions per week. The problems presented by these patients fall into two broad. categories: short-term stress caused, for example, by a crisis situation such as the breakup of a relationship or loss of employment; and stress caused by a longterm situation within perhaps an established but unsatisfactory relationship, inability to work or to participate socially.
In answer to a questionnaire, most of the 168 patients who responded said that they had been helped by their contact with the counsellor; only 29 would have preferred to have gone on seeing their general practitioner without the counsellor. The main changes reported by patients were in the field of personal development. In particular they felt that they were better able to cope with problems caused by mood changes.
In order to assess possible changes in the practice to which Mrs Anderson was attached, Dr John Hasler (Sonning Common) presented some retrospective data comparing psychiatric referrals and psychotropic prescribing in the two three-year periods before and after the attachment of the counsellor. These were as follows:
interview with the patient (Ley 1977) has shown that many patients understand little of what takes place during the consultation and can recall few of the instructions; even the diagnosis may be forgotten. After a consultation, 60-70% of patients get a prescription, but only a minority take the full course of treatment. If the experience of the patient during the consultation has been satisfactory the compliance rate goes up (or goes down if it has been a bad experience). The behaviour of the doctor largely determines the patient's reaction. If the doctor expresses personal interest in the patient the consultation is likely to be rated highly. Doctors usually talk more than patients and in some instances the proportion of 'doctor talk' is inversely related to the patient's rating of the consultation (Ley 1977 , Korsch & Negrete 1972 .
(2) Doctors avoid giving 'bad news' to patients, particularly if the disease is terminal, despite studies which have shown that most patients want to be given an objective assessment of their prognosis (Tesser & Rosen 1975 , Rachman & Philips 1978 . Medical education pays little attention to this problem and the behaviour of the doctor is often modelled on the example of consultants who rationalize that it is in the best interests of patients or even of their families not to know the full implications of their condition.
(3) Adequate psychological preparation of surgical patients for hospital admission reduces their distress and may be reflected in a reduction of postoperative complications (Janis 1971 , Melamet 1977 . The hospital treatment of children is another area in which there is much psychological knowledge available which is still underused by paediatricians (Rachman & Philips 1978) .
Dr Alexis Brook (Tavistock Clinic) described how he had initiated schemes for the attachment of psychotherapists to general practice for more than a decade (Brook & Temperley 1976) . One of the points most discussed, has been whether the role of the attached worker should be a 'specialist', to whom the general practitioner refers appropriate cases, or a 'consultant' in the true sense of the word, who helps members of the practice team to increase their own psychotherapeutic skills.
One of the effects of the 'boundary' between hospital workers and general practitioners which has existed since the beginning of the century (with the collusion of both parties), has been that they each can 'export' patients they do not wish to treat outside their own territory. Communication between the two is far short of what it should be. True 'consulting' breaks the boundary; problems can be brought out and discussed, each gets a better understanding of the other's problems and After The denominator on which these rates were based was more accurate than that available to most general practitioners, since the practice population was among those covered by the Oxford Record Linkage Study, and therefore it was possible to know what proportion of records from each of the six years studied was still available for analysis.
The reduction in psychotropic prescribing applied to all partners in the practice at approximately the same rate, though in the 'after' period the highest prescriber still had a higher rate than the lowest prescriber in the 'before' period. The reduction applied to all forms of psychotropic drugs, except for major tranquillizers, which increased slightly. The reduction was apparent for all courses of psychotropic drugs, regardless of length of course.
A similar analysis was now being undertaken on a neighbouring practice of a similar size to that at Sonning Common using the same psychiatric service. Although this would not act as a control in the strict sense of the word, it might well show differences between a practice with a counsellor and one without.
Professor Jack Rachman (Institute of Psychiatry) reported that psychologists are belatedly starting to apply their methods and findings to all branches of medicine. Most illnesses have psychological aspects, some of which are of considerable importance clinically. If these aspects are better understood, considerable morbidity can be avoided. To illustrate this he gave three examples:
(1) Analysis of taped doctor/patient consultations in general practice combined with a follow-up role so that true collaboration is brought nearer.
In the attachment schemes each psychotherapist is attached for at least two years; it takes about six months for the relationship with a group of general practitioners to become secure. In a secure relationship problems which patients present can often be discussed before they become an 'illness'. The pattern established enables general practitioners to discuss patients without the attached worker necessarily seeing them at all; sometimes they may see them for one or a few sessions in order to make a fuller assessment, while the general practitioner continues to handle the situation, possibly referring for longer-term help if need be. This has a 'ripple' effect with development of increasing skills and increasing tolerance of uncertainty.
The doctors' main tool is listening -it is much easier to talk. The psychotherapeutic approach, appropriate to general practice, allows the patient to feel understood at a deeper level. The stages in this approach can be summarized thus: (I) to understand what patients are trying to say and how they feel; (2) to allow patients to feel that they are being understood; (3) to let them gain some confidence that they can be 'held together'. This can be for short-term 'crisis support' or on a longer-term basis.
One of the main objects of training made possible by this sort of attachment is to appreciate that no one discipline has all the answers.
More than twenty contributors from several different disciplines took part in the discussion. Dr John Quarrie (Morpeth, Northumberland) pointed out that Dr Hasler's results, which compared 'before' with 'after', lacked controls. Dr Hasler agreed that this was a problem, but pointed out that the figures were retrospective, i.e., that none of the doctors were conscious that their referral and prescribing habits were being analysed at the time. He did not claim that the changes were entirely due to the presence of a counsellor. Another speaker pointed out that
Doctors and sexual disorders 1
Can doctors cope with sexual disorders? Such was the question to which the Open Section turned its mind at a meeting on I December 1980. As is usual with all discussions concerning this primeval instinct, about which so much is written, no c1ear-I Meeting of the Open Section, I December 1980 0141-0768/81/050390-02/$01.00/0 there were other studies which included controls which showed similar reductions in psychiatric referrals when a psychologist/counsellor was attached to a practice.
The question of whether the general practitioner should 'do it all' or refer patients to a counsellor or psychotherapist came up repeatedly with several voices echoing Dr Brook's point that the main gain from working with an attached worker was the increased awareness and skill of the general practitioners concerned -both in handling problems themselves and referring appropriately.
Dr C Hodes (Borehamwood, Hertfordshire) suggested that with increasing awareness of psychosocial problems and steadily increasing prescriptions for psychotropic drugs, there was urgent need to improve general practitioners' skill in coping with these problems. The attachment of a worker with psychotherapeufic skills to groups of general practitioners throughout the country seemed to be an appropriate and necessary development.
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